INTRODUCTION

Ψ
Lateral epicondylitis or tennis elbow is a commonly encountered problem in Orthopedic practice. It has been found to be the second most frequently diagnosed musculoskeletal disorder in the neck and upper extremity in a Ψ Correspondence at: Phone No. 91-92355-63688 Email: sachinavasthi4778@yahoo.com primary care setting 1 . In 1873, Runge first described the clinical entity of lateral epicondylitis of Humerus. Since then there has been much controversy over the pathophysiology and treatment of this disorder 2 . Although it has been termed tennis elbow, it is seen to affect non sports personnel more in comparison to the sports personnel with peak incidence in the later life. Currently, degeneration of the origin of the extensor carpi radialis brevis (ECRB), repeated micro trauma and incomplete healing response has been accepted as the cause of lateral epicondylitis by most of the researchers
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. Another accepted cause has been angiofibroblastic degeneration 4 . Infiltration of local autologous blood may provide necessary chemical modifiers of cellular activity known to be mitomorphogenic 5-7 which are helpful in healing. Local infiltration of autologous blood for tennis elbow is based on the histopathological observation that tennis elbow is not an inflammatory condition, but a fibroblastic and vascular response called angiofibroblastic degeneration more commonly known as tendinosis 4 . This is characterized by invasion of blood vessels, fibroblasts and lymphatics into the symptomatic area of the extensor carpi radialis brevis. The injection of autologous blood is thought to provide the necessary cellular and humoral mediators to induce a healing cascade 8 . Aiming this hypothesis, our prospective clinical study has been designed to assess the functional outcome of local infiltration of autologous blood in cases of lateral epicondylitis. Autologous blood as the medium for injection was selected because it is simple to acquire, inexpensive, minimally traumatic and with minimal risk for immune-mediated rejection.
METHODOLOGY
Sample
The study included management of lateral epicondylitis by autologous blood infiltration. Twenty five patients with pain around lateral epicondyle of less than one month duration were included. All the patients were thoroughly examined at out patient department of Orthopedics, GSVM Medical College and associated Hospital, Kanpur from November 2007 to April 2008. Patients with diabetes mellitus and hyperuricemia, and previously treated patients with local steroid injections or surgical intervention were excluded from this study.
Technique
All the patients were treated with autologous blood infiltration. The blood was withdrawn from the the median cubital vein of nomal side. In patients where this vein was not accessible, veins of the dorsum of forearm from any side were considered. Patients were laid supine with elbow semi flexed. Lateral epicondyle was palpated to locate most tender area and then under aseptic condition, a mixture of 2 ml of autologous blood and 1 ml of 2% xylocaine was injected into the under surface of the extensor carpi radialis brevis extra-articularly after sensitivity test. Injections were administered once a week for 3 consecutive weeks.
Nonsteroidal anti-inflammatory medications along with broad spectrum antibiotic were given for first three days. No immobilization of elbow was done and patients were advised to abstain from regular activities for 3 weeks. After that they were advised guarded physiotherapy consisting of stretching the musculature about the wrist and elbow, especially the extensor compartment of the forearm.
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The results were evaluated according to Verhaar et Table 2) . Table 3 showed assessment of pain and functional recovery as per skill at 6 and 12 weeks after treatment. 11 , local steroid injection 12 , local 2% Xylocaine infiltration 13 , physical therapy 14, 15 and surgical intervention 16, 17 suggesting that no single procedure is effective in all patients. Majority of the patients respond to nonsurgical treatment, a small minority continues to persist with these symptoms and is labeled as resistant (refractory) tennis elbow. In fact a small number of patients (1%-2%) cannot be treated successfully by non-operative treatment methods. In our study none of the patients were involved in sports activities and majority of patients were housewives. This study also reveals that routine daily work such as chapatti making, washing clothes by hand and lifting bucket seem to be causative factors for lateral epicondylitis. 19 showed the effect of autologous blood in medial epicondylitis and found it to be safe and effective in all the patients. They reported that median score improved from 6 points at baseline to 1 point at 6 months follow-up (p < 0.001) as per Nirschl scoring system. Accordingly assessment with Verhaar et al scoring system also showed improvement in function in terms of excellent, good, fair and poor; ranging from poor status in 22 cases on Day 1 to excellent status in 16 cases, good in 08 cases and poor in one case at 12 weeks. The results of autologous blood infiltration are better than steroid treated patients as per study of Bisset et al 20 who proved that at six weeks follow-up 78% of the participants reported success with injections compared with 65% for physiotherapy showing relative risk reduction (RRR) 0.4 (99% CI 0.2 to 0.9) and 27% for wait and watch with RRR 0.7 (99% CI 0.4 to 0.9). They have found that the long term results of steroid injection are worse as compared to physiotherapy alone or wait and watch policy.
CONCLUSION
This study offers encouraging results of an alternative minimally invasive treatment that addresses the pathophysiology of lateral epicondylitis over other traditional nonsurgical modalities. Autologous blood injection is safe and effective modality for treatment of these cases. It is cost effective and compliant.
